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59999 Fina! Observations 59099
Statement of Licensure Violations
300.661

Section 300.661 Health Care Worker Background
Check

Afacility shall comply with the Health Care
Worker Background Check Act and the Health
Care Worker Background Check Code.

This requirement is not met as evidenced by:

Based on record review and interview the facility
failed to enter employment termination dates in
the Healthcare Worker Registry within 30 days of
employee termination for three of three
employees reviewed for Heath Care Worker
Registry employment verification.

Findings include;

1. V3's employment file documents V3 was hired
on 6/8/21 working as a CNA (Certified Nurse
Assistant) for the facility. V3's Health Care
Worker Background Check completed on 5/11/21
under the section titled "Training and Work
History" documents when V3 was hired on 6/8/21.
The undated Employee Hire Date and
Termination Date sheet documents V3 resigned
from the facility on 8/8/21. V3's employment
termination date was not entered in the Health
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Care Worker Registry.

2.V4's employment file documents V4 was hired
on 8/3/21 working as a CNA for the facility. V4's
Health Care Worker Background Check
completed on 7/20/21 documents under "Training
and Work History" when V4 was hired on 8/3/21.
The undated Employee Hire Date and
Termination Date sheet documents V4's
employment was terminated on 9/8/21. V4's
employment termination date was not entered in
the Health Care Worker Registry.

3. V5's employment file documents V5 was hired
on 5/27/21 working as a CNA for the facility. V5's
Health Care Worker Background Check

completed on 5/25/21 documents under "Training

and Work History" when V5 was hired on 5/27/21.

The undated Employee Hire Date and
Termination Date sheet documents V5's
employment was terminated on 7/12/21. V5's
employment termination date was not entered in
the Health Care Worker Registry.

V2 (Business Office Manager) stated in interview
on 11/23/21 at 9:40 AM, "l (V2) put the hiring
information on when | check the employee's
Health Care Worker Background check upon
hiring. | put the termination dates on sporadically
when | have time. | don't believe there is a time
limit for this information.”

V2 also stated on 11/23/21 at 12:14 PM, | just put
the terminations dates on V3, V4 and V5's Health
Care Worker Background Check." V2 stated
there is a whole list V2 is trying to catch up on.

The facility's policy titled "Employee Hiring Policy
and Procedure” with the revision date of 7/2020
does not direct staff to enter employment
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termination dates in the Health Care Worker
Registry.

On 11/23/21 at 1:15 PM V1 (Administrator)
stated, “| did not know there was a requirement
on placing the termination date on the Health
Care Worker Background check."
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